Benign diseases of the anal canal and the perianal region are widely prevalent in the population". Perianal ulcers of tuberculous aetiology are, however, rarely encountered in the current age. With the resurgence of tuberculosis in the western world-, it is likely that such lesions will be more frequently seen. We therefore present two cases of tuberculous perianal ulcers managed in Bombay.
CASE 1
A 22-year-old man presented with a IS-day history of a painful sore, with slight serous discharge, in the perianal region. He had no previous ano-rectal complaints. General examination was unremarkable except for multiple firm, matted lymph nodes in the right axilla. In the left perianal area about 2 em from the anal verge there was a single ulcer measuring 3 ern X 2 em, with bluish undermined edges and covered with pale granulation tissue. Digital rectal and proctoscopic examinations were normal. The chest radiograph showed a cavity in the upper zone of the right lung, suggestive of tuberculosis, and a barium study of the small bowel was normal. An edge biopsy of this ulcer was performed and histopathology revealed multiple granulomas with central caseation and a population of epithelioid cells and Langhans' giant cells. Anti-tuberculosis therapy with rifampicin, isoniazid, pyrazinamide and ethambutol was begun and the ulcer resolved completely in three months. Drug therapy was continued for nine months and there had been no recurrence at three years.
CASE 2
A 19-year-old man complained of an ulcer in the perianal region present for 3 months. He had had no previous anorectal complaints. General physical examination was unremarkable. There was a 3 em X I ern ulcer in the right perianal area, approximately 4 em from the anal verge, with undermined edges and a serous discharge. Digital rectal examination was normal and proctoscopy revealed first degree piles. The chest radiograph showed a fluffy density, suggestive of tuberculous infiltration, in the upper zone of the left lung and a barium study of the small bowel was normal. An edge of the ulcer was biopsied and histology was characteristic of tuberculosis. With rifampicin, isoniazid, pyrazinamide and ethambutol the ulcer healed completely in three months. Drug therapy was continued for nine months and there had been no recurrence at 18 months.
DISCUSSION
The anal and perianal lesions of tuberculosis are most commonly ulcerative, but verrucous, lupoid and miliary forms have been described.'. They often coexist with anorectal fistulae and perianal abscesses of tuberculous aetiology+. The pathogenesis of these lesions is unclear, but a strong association between pulmonary and ano-rectal tuberculosis has been demonstrated-.
Tuberculous ulcers are typically shallow, with bluish undermined edges, and they tend to re~ain indolent. Perianal Crohn' s disease is the principal differential diagnosis and is difficult to distinguish clinically. Tuberculosis should be suspected in patients with: a history of pulmonary tuberculosis or radiological evidence of active or healed pulmonary tuberculosist; a positive Mantoux testt; coexistent matted inguinal lymph nodes''; and an Asian origin, especially from the Indian subcontinent? Histopathological examination of an ulcer-edge biopsy is essential for arriving at a definitive diagnosis. Tuberculosis is usually characterized by caseating granulomas with a tendency to confluence. In contrast, the granulomas in Crohn's disease are invariably non-caseating and discrete. Caseation, even in the absence of demonstrable acid-fast bacilli, is diagnostic of tuberculosis". However, mycobacterial culture and staining is necessary to distinguish non-caseating tuberculosis from Crohn's disease.
